THE patient, a woman, aged 53, the mother of thirteen children, twelve alive and well, was shown to the Clinical Section by Dr. Langmead on May 31 last. She is again brought before the Section because the diagnosis of coarctation of the aorta, advocated then by Dr. Parkes Weber, is now quite clear, and because there are certain important alterations in the physical signs from those described by Dr. Langmead.
Her complaint has been mainly of pain in the right side of the abdomen, apparently arising fromn a inovable right kidney. There is a history of one or two slight attacks of hsematemesis, but except for this she had always been healthy until three years ago, though she had always suffered from cold extremities. Her large family and a negative Wassermann reaction preclude the idea of any past infection with syphilis (Dr. Langmead also obtained a negative Wassermann reaction). In August, 1909, she had an attack of right hemiplegia, but in the succeeding six months the paralysis almost disappeared. More recently her breath had been a little short, but beyond this she had had no symiiptoms referable to the chest.
She is a rather thin woman, who looks older than her stated age. Under the skin down the whole of the back of the thorax there are numerous tortuous arteries, and some are also to be found in the axilla and over the front of the thorax, but no enlarged arteries can be felt .over the abdomen. The heart is somewhat enlarged, apex in the fifth space 1 in. outside the nipple, and the beat is rather-forcible. Some pulsation can be felt over the upper part of the sternum, and the N-4 percussion note is here somewhat impaired, but the X-ray examination failed to reveal any dilatation of the aorta. Pulsation can be felt in the episternal notch, and the subclavians are abnormally high in the neck. The axillary, brachial and radial pulses are normal except for some slight arterio-sclerosis, but only very faint pulsation can be felt in the abdominal aorta and femorals. A systolic murmur can be heard over the upper part of the sternum, and more loudly at the back on both sides above a line drawn between the two scapular spines; here, too, a thrill can be felt on both sides. The inurmur can also be heard more faintly over the next eight or nine vertebrme below this level.
A number of skiagrams in various positions were kindly taken for me by Dr. Worrall. Those from front to back showed some peribronchial fibrosis and a rounded shadow on the left side, evidently due to something in the posterior part of the thorax, which was apparently not connected with the aorta. This shadow, found by Dr. Langmead, was considered by him to be due to an aneurysm of an intercostal artery.
Screen examination from side to side and a photograph showed no shadow behind between the heart and the vertebree, and in the upper part of the photograph it can be seen that the aorta ends at about the third dorsal vertebra, the obstruction being apparently complete (see figure) .
There are several interesting points connected with this case. Coarctation of the aorta of the adult type arises just after birth at the time of the closure of the ductus arteriosus, and to this type the case would certainly seem at the present time to conform. The fact that Dr. Langmead 1 last May found no enlargement of the heart and normal pulsation of the abdominal aorta and femorals, raises the question whether the condition has arisen recently and whether there has been progressive development of the atresia since her last appearance here. Against this view is the extreme rarity of the development of atresia of the aorta in adult life, and the absence of any sufficient cause in this patient for the onset of such a condition. It is important to note the strong evidence against there having been any syphilitic infection.
It is difficult to decide whether the obstruction in the aorta is, or is not, complete. The pulsation in the abdominal aorta and in the femorals, particularly if this was normal last May, suggests that there is only a narrowing of the aorta, and this view is borne out by the marked systolic. ' Langmead, Proceedings, 1912, v (Clin. Sect.), p. 194. 2 Clinical Section murmur heard over the upper part of the back and the accompanying systolic thrill. Further, the murmur can be heard over the spinous processes as low as the last thoracic vertebra. The complete absence of a shadow behind the heart in the skiagram, while it proves the absence of a normal vessel in this situation, does not preclude the presence of a small descending thoracic aorta, such as would probably exist even if the obstruction were complete.
Skiagram from side to side with plate on left side of chest. Shows in front the heart and ascending aorta; behind the spine. Above, just in front of spine, is the descending thoracic aorta, which apparently ends at the third dorsal vertebra. Between the heart and the spine there is no shadow.
No doubt in these cases the blood-pressure is always high, so as to overcome the difficulty of getting the blood through the narrow arterial channels. In this patient the maximal pressure was from 200 to 225 mm. of Hg. and the minimal 100 mm. (Oliver's auditory method), but it has to be remembered that there is -some sclerosis of the radials 3 4Gossage: Case of Coarctation of Aorta to account for the rise in pressure. In Parkes Weber's and Price's case,1 where there was considerable vascular degeneration, the maximum pressure was 230 to 290 mm., and in Moon's case,2 in which there was chronic nephritis, the pressure was 180 mm. It is regrettable that the pressure was not taken in this last patient, when he was under my care as an out-patient before the onset of the kidney trouble, and shown by me to this Section.3
The cause of rounded shadow on the left side of the chest, which seems to cause no symptoms, is very obscure. To the writer it seems more like an enlarged gland than an aneurysui of an intercostal artery.
DISCUSSION.
Dr. R. 0. MOON said he did not doubt that the case under his care a year ago, which he described in the Lancet, was exactly the same, pathologically, as that now shown-i.e., it was of the congenital adult type. The infantile type was generally associated with other cardiac lesions, and proved fatal at a very early age; whereas the adult type, though at birth there was obliteration of the ductus arteriosus, was compatible with a fairly long life. He learned that Dr. Gossage had seen his (Dr. Moon's) case two years previously at his outpatient department, and he then correctly diagnosed it as coarctation of the aorta. Two years later that diagnosis was verified at autopsy. Dr. Russell Wells did the autopsy, and he might say what he found. His own case might be said to be normal in its abnormality; the sex was male, which was usual, the ductus arteriosus was not patent, and death occurred at about the age usual in these cases-i.e., between 20 and 40. The patient was undersized, being of about the size of a boy aged 16, whereas his age was 20. His general aspect seemed to give the impression that he was suffering from some form of heart disease; but there were really no lesions of the valves: the constriction of the aorta at the level of the ductus arteriosus was the only lesion. His death was due to interstitial and subacute nephritis.
Dr. RUSSELL WELLS pointed out that the skiagram of the case demonstrated showed a very large space between the heart and the vertebral c6lumn. He asked if Dr. Gossage believed that there was a considerable portion of the aorta obliterated, or that it was simply that the aorta was very small, and consequently there was the open space between the aorta and the spinal column. He believed that in most of these cases the amount of aorta obliterated was very small. In Dr. Moon's case there was complete atresia of the aorta just where the ductus arteriosus joined it. There was a test-tube-Parkes Weber and Price, Lancet, 1912 , ii, p. 692. 2 Moon, Lancet, 1912 , i, p. 1531 . 3 Gossage, Proceedings, 1909 Clinical Section 5 like end of the aorta from both distal and proximal sides. From the distal side the aorta was pervious, and about half its normal size. Obviously an extremely good collateral circulation had been established, and the aorta from the valves to the point of obliteration was normal. The patient had very thick skull-bones. Both subelavians were nourished from the left ventricle in the normal manner, but the lower extremities were small, and the legs were shorter than normal, as also was the abdominal aorta. It was difficult to say how much smaller than normal the legs were as there was cedema. The common iliacs were not larger than normal radial arteries. The boy was in fair health until a short time before his death. These abnormalities were of great interest, and he thought every case should be put on record.
Arteriovenous Anastomosis for Gangrene due to Syphilitic Endarteritis.
By H. MORRISTON DAVIES, F.R.C.S.
THIS patient was shown at a meeting of the Clinical Section a year ago.' The history of the case is briefly as follows: R. F., a male, aged 47. He has had syphilis and has been a heavy drinker. He first noticed pain in the left foot and discoloration of the middle toe in March, 1911. The toe became gangrenous and was amiputated in June and the wound was left open. At the beginning of August, when the patient came under my care, two further patches of gangrene appeared, one on the inner side of the fourth toe and one on the outer side of the second toe. The foot was cold and painful, and there was purple discoloration of the great toe, the dorsum of the foot, and round the head of the fifth metatarsal; the amputation wound was unhealed. An arteriovenous anastomosis was done in Hunter's canal on August 15, 1911; the proximal end of the superficial femoral artery being united to the peripheral end of the femoral vein and the proximal end of the vein and distal end of the. artery being ligatured. The pain and discoloration disappeared after the operation, the foot became warm, the gangrenous patches separated off, and the wound at the base of the middle toe healed. The patient began walking a month after the operation and was discharged from the hospital after another four weeks. A week later he was readmitted under Sir J. Rose Bradford suffering from a right-sided hemiplegia and aphasia thought to be probably due to syphilitic thrombosis and to be unconnected with the anastomosis.
